on the other hand, would have to reconcile himself to slightly more difficult conditions, and the possible disadvantage of having to await the completion of radiotherapy before excising what may be a contaminated biopsy track. In this respect, it would be interesting to determine how effective radiotherapy could be in the sterilization of cells spilled into the wound at the time of biopsy. One of the possible benefits of the suggested treatment plan may lie in the extent to which sacrifice of the facial nerve may be averted.
There temains a category of tumour in which this plan can never be anticipated. Namely the tumour which is clinically benign, but turns out at operation to be malignant. Clearly this is an instance when radiotherapy must follow surgery.
Dr S Rafla (Manitoba Cancer Treatment and Research Foundation, Winnipeg General Hospital, Winnipeg, Canada) This paper reviews 407 cases of mucous and salivary gland tumours, treated in the Royal Marsden Hospital, London. The majority of these patients were under the care of Dr M Lederman, and I am grateful to him for permitting me to report on them.
Cases originating in major salivary glands numbered 268 and the rest occurred in ectopic sites mostly in the upper air and food passages.
Pleomorphic adenomas (172 cases) were treated mostly with enucleation and radiotherapy. Spillage of the tumour during enucleation was reported in 14 cases. In a follow-up period of five to fifteen years, only 6 cases recurred (3 5 %). The response of pleomorphic adenoma to radiotherapy was assessed in 60 cases. While 10% of parotid tumours disappeared under radiotherapy, one-third of tumours in ectopic sites did the same. The results of this method of treatment seem to compare favourably with more radical methods, e.g. parotidectomy.
The different malignant forms comprise 179 cases: cylindromas 54, adenocarcinomas 71, and 54 distributed among less common types like malignant mixed tumours and mucoepidermoids. The treatment of malignant tumours was essentially a combination of surgerymostly excisionand radiotherapy. In this context excision means removal of the portion of the gland containing tumour. However, 81 cases were treated with radiotherapy alone either because the case was deemed inoperable or because it disappeared completely under radiotherapy which was used as the primary method of treatment due to unfavourable features, e.g. skin involvement or deep fixation.
Of 99 cases 30 (30%) were alive and well after five years while only 6 out of 37 (160%) survived for ten years. These bad results are unfortunately in agreement with other series even when more radical methods were applied.
Nerve involvement by disease, a finding not reported in any of the 172 pleomorphic adenomas, was noted in 29 of the malignant tumours. This finding is of serious significance; about half the 29 patients continued to have persistent disease after treatment and none remained alive and free of disease for five years.
Lymphatic metastases were noticed in about one-quarter of the patients, whose prognosis depended on the stage of nodal involvement. Where the nodes were deeply fixed or where contralateral ones were affected, none of the patients lived free of disease for five years. About one-fifth of the patients suffered from distant metastases. While such patients may live for a relatively long time, this happens only in patients with pulmonary metastases; the longest survival of a patient with bone metastasis was less than two years.
It was possible to assess the response of 67 The role of radiotherapy in the management of these tumours has never been clearly defined. In the past surgery has been regarded as the treatment of choice, with radiotherapy reserved for recurrent or inoperable cases. Such selection has made the assessment of the role of radiotherapy difficult.
In an attempt to clarify this a retrospective study has been made of such cases treated at the Christie Hospital. They are divided into two groups: (1) Carcinomas of the parotid (excluding adenocystic carcinoma). (2) Adenocystic carcinomas of all salivary glands and ectopic sites. In both, primary control only has been assessed. Group 1: Of 79 cases of carcinoma of the parotid, 49 (18 recurrences after previous surgery, and 31 having had biopsy only) were considered inoperable on referral. Radical radiotherapy was attempted in 19; primary controllong term or until deathwas achieved in 9 cases and a further 4 cases obtained complete resolution for over four years before recurrence. Simple palliative radiotherapy to the remainder achieved very little.
The remaining 30 cases (6 having recurred after previous surgery) were considered suitable for surgery. Of these, 11 cases were rated postoperatively as potentiallyclear (6 had prophylactic radiotherapy); 7 cases are well at five to eighteen years, and in the remaining 4 cases the primary site was clear at time of death. The other 19 cases were rated post-operatively as residual by the surgeon or the pathologist. All had radical radiotherapy; 10 patients are well at six to fourteen years; in 7 cases the primary site remained clear at time of death; in 2 cases only did the primary recur before death.
Both the small but real salvage from the inoperable group and the results of radiotherapy in the post-operative residual group suggest that radiotherapy makes a very real contribution in the management of these tumours. Group 2: 94 cases of adenocystic carcinoma have been studied. The considerable variation in natural history of these tumours and changes in radiotherapeutic technique over the period under review have made comparison impossible. The management of each case has been illustrated graphically by Stewart et al. (1968) .
The lack of strict comparability prevents the drawing of absolute conclusions regarding the relative merits of surgery versus radiotherapy but the evidence presented by Stewart et al. shows:
(1) This tumour is radiosensitive and long-term primary control can be and is achieved by radiotherapy.
(2) Although surgery alone may be successful in accessible sites the overall picture is disappointingnotably so in the parotid. (3) Although a combined attack has been adopted in only a small number of cases, this has been relatively successful and may prove to be the optimum approach.
[For a full account of this paper see Stewart et al. (1968) Diffuse pulmonary granulo-fibrosis (DPGF) is a histopathological term, so, without pulmonary biopsy or autopsy material, the diagnosis has to be made by inference from clinical and radiological evidence sometimes supplemented by studies of pulmonary function.
Encouragement to establish an oetiological diagnosis was provided by two case histories. In each, the histological diagnosis was superseded;
one was shown to have asbestosis, the other aluminium fibrosis of the lungs. The latter patient presented in 1953, at a time when the diagnosis of idiopathic DPGFthen synonymous with Hamman-Rich disease (Hamman & Rich 1944)was unfamiliar to the generality of doctors and, even among the sophisticated, regarded as very rare. In 1952 Callaghan et al. could find only 16 cases and asserted that the diagnosis had never been established before death. By 1951 Cournand's school were using the term 'alveolarcapillary block' to describe a syndrome whose most remarkable feature was arterial oxygen desaturation, especially after exercise, and showed that it corresponded with a morbid histology of DPGF (Austrian et al. 1951 ). They reported a
